We aimed to present a case with abdominal wall endometriosis following cesarean section in this case report.
Introduction
Endometriosis was first defined by Von Reclinghausen and Vilar in 1885. It is the presence of the functional endometrial gland and stroma on surfaces other than the uterus, which responds the hormonal stimulation of the ovary and is observed in 15% of the women with menstruation. Although it is common in the pelvic region, it may be observed in the eye, kidneys, lungs, umbilicus, central nervous system, vesica biliaris, heart, liver, bones, peripheral nerves, skin and abdominal wall. The incidence of endometriosis on the abdominal wall has been reported between 0.03 and 1.08% in the gynaecological literature. It was first defined by Coley in 1993 (1) . Frequently, there is a surgical history, especially caesarean section. It was first reported in 1975 that endometriotic foci may be observed on or around the incision scar after caesarean section or gynaecological operations (2) . The most frequent finding observed in scar endometriosis is palpable mass on surgical incision line; increase in its size may be observed as well as cyclic pain, swelling or cyclic bleeding.
Cases with scar endometriosis or those who are symptomatic are generally admitted to general surgery department. In the study of Jeonghyun et al. on 37 cases with abdominal wall endometriosis, rates of admittance to general surgery and gynaecology clinics were reported to be 30 and 6% respectively (3). Since its incidence is increased within years and it became a problem met by other specialists as well due to its findings, we aimed to present a case with abdominal wall endometriosis following caesarean section in this case report.
Case Report
A 32 year old 39 weeks pregnant woman with G2P1 was admitted to gynaecology clinic with abdominal lump and pain in the midline. Her complaints persisted for 1 year, she had a grown mass since then and the pain increased during menstrual cycles. She had a history of caesarean section 3 years before. Her physical examination included a hard and painful palpable subcutaneous mass of 4x5 cm size in the midline of the abdomen which was semisolid and irreducible. Her gynaecological examination was normal and no specific finding was observed in other system examinations. The anterior abdominal wall MRImagnetic resonance imaging (MRI) examination revealed a 45x50 mm sized irregular contoured solid mass with heterogeneous appearance which had no relation with the abdominal cavity. Her tumour markers were normal. Benign pathology was considered primarily with regard to her history, physical examination and MRI findings, and excision during caesarean section was planned under general anaesthesia. A 4x5 cm sized fragile, bleeding endometriotic focus was detected on the rectus muscle during caesarean section ( Figure  1) . Primarily, the pregnancy was terminated properly. Under general anaesthesia, the mass was excised with the healthy tissue around with the diagnosis of endometriosis, and the sample was sent for pathological examination (Figure 2 ).
Histopathological examination revealed endometrial glands and surrounding endometrial stromal tissues within the muscle tissue, and the pathological diagnosis was reported as endometriosis ( Figure 3) . The case was discharged on the postoperative 2 nd day. No early postoperative complication was observed. Mean duration of follow-up was 18 months. No recurrence was observed.
Discussion
Extra-pelvic endometriosis consists of 8.9-15% of all reported endometriosis cases. On the other hand, cases with abdominal wall endometriosis, which is a sub-type of extrapelvic endometriosis, consist of 4% of all external endometriosis cases (4). The best possible explanation for abdominal wall endometriosis is iatrogenic inoculation during operations. Aimakhu et al. were the first to discover the relation of endometriosis with gynaecological operations (1975) (2) . Abdominal wall endometriosis is generally observed within the cutaneous and subcutaneous tissues, but is mainly observed in the incision scar and umbilicus, and is rarely observed in inguinal channel and rectus abdominalis muscle. Abdominal wall endometriosis is observed at a rate of 0.1% following operations such as cesarean section. In the abdominal wall endometriosis series of Agarwal and Fong including 10 patients, surgical history was detected in 6 patients (60%) and spontaneous endometriosis was detected in 4 patients (inguinal channel, umbilicus and rectus abdominis) (5).
Many theories have been put forth in the aetiology of endometriosis. Our case had a history of caesarean section. A history of previous surgery is observed in 20% of the cases with abdominal wall endometriosis. The endometriotic focus of our patient was within the rectus muscle, distant from the incision. Cases with no abdominal surgery history or those with an endometriotic focus distant from the incision can be explained simply by vascular spread theory. According to that theory, endometrial cells access extra genital regions via blood vessels or the lymphatic system, and form endometriotic foci (8) . Although our case had a history of caesarean section, it may be accepted as a spontaneous case since the lesion was unrelated to the region of incision and distant from it. Elabsi et al. have reported a case of abdominal wall endometriosis diagnosed 22 years after a caesarean section (6) .
The classic finding of abdominal wall endometriosis is lump and pain getting significant during the menstrual period, and cyclic symptoms are present in 50% of the patients. Hernia, granuloma, hematoma, abscess, lipoma, desmoidal tumour, soft tissue sarcoma, lymphadenopathy and even metastatic tumour should be considered in the differential diagnosis. Accurate preoperative diagnosis of abdominal wall endometriosis varies between 26,7% and 70% (3).
Ultrasonography (USG), coloured Doppler USG, computerized tomography (CT) and MRI may provide information about the location, size or density of the mass. USG and MRI are the frequently recommended diagnostic imaging methods. The most common USG finding of the endometriotic mass is hypoechoic, solid mass; but it may also be observed as a cystic or heterogeneous mass. The accuracy of USG in diagnosis has been reported as 80% (5) . CT or MRI may be useful in evaluating the relation of the mass with abdominal cavity. MRI findings can define the hemorrhagic foci within the mass better than other methods depending on the degree and timing of the bleeding. However, precise diagnosis should be made via histopathological examination.
Inflammatory cells and endometrial stroma and glands surrounded by a fibrosis are typically visible within the soft tissue and abdominal wall muscles in histopathological examination. There are studies reporting cases with endometrial tissue based tumours such as clear cell carcinoma, papillary carcinoma, mixed endometrioid and serous carcinoma in the scar endometriosis after caesarean section, as well as those that report rare connective tissue tumours such as desmoid or sarcomas (7). Tissue sampling is performed via thin needle biopsy or total excision as we did. Accuracy of thin needle biopsy is low. Both diagnosis and treatment is performed via total excision. In the abdominal wall endometriosis series of Agarwal et al. including 10 patients, total excision was performed in all cases, and the patients were followed up for one month -three years. According to the post-observational outcomes, total excision has been reported as a curative method (5) . The most proper surgical approach has been accepted as the excision of the mass including 1 cm surrounding tissue, without rupturing the mass.
In 1 of all 4 women with abdominal wall endometriosis, pelvic endometriosis is observed as well. Therefore patients admitted with abdominal wall endometriosis should also be evaluated for possible pelvic endometriosis and treated accordingly. Thus, scar endometriosis recurrence due to the transplantation of the microscopic endometrial tissue residues can be avoided. Reported recurrence rate after total excision is between 0% and 20% (8) .
As a conclusion, previous gynaecological operation history and increasing lump and pain complaints during menstrual period should be carefully questioned in the evaluation of anterior abdominal wall masses. Achieving the diagnosis and treatment can be earlier by considering endometriosis in differential diagnosis. In order to prevent abdominal wall endometriosis after operations, surgical tools and equipment are recommended to be changed during the closure of the abdomen and irrigation of the abdomen with excessive physiological saline is also important to inhibit the inoculation of the endometrial tissue.
